MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —
DEPARTMENT OF puau: nz?.'r: :: um.nmls . m 22196351A28§i?1 =
DO NOT WRITE' I egistration Distri o, . .l.g_Prlmarv egistration District No. _ _l!.gimu’. Now o

AMENDED

ON THIS STUB
'—,mﬂﬂm’—m 7 USUAL RESIDENCE (Where deceased Thved 1T iniurion Residence Befors

VS 300 a. COUNTY a. STATE ma Bom. b. COUNTY Linco]n adminsion)
Rev. 4/59 5. CITY (IF outside corporate limits, Give TOWNSHIP only) Length of stay in Ib || . ©. CITY Tnaids Limits

TOWN St.Louis TOWN Troy | Y O Nogd

e FULL P;IAME OF {If NOT in hopital, give location} Inside Limits d. STREET -(If ouhside, give locstion) Beside on Farm
ADDRESS

1

| 205705

HOSPITAL OR
INSTITUTION Deaconess HoSpital Yes R No [ - . ?u? Ne OO

3. NAME OF DECEASED First Middle Lt 4. DATE Month Day Yaar

(Type or prirt) OF !
Carole Jeanne Crouch oEAH  February 25, 1963
5. SEX 6. COLOR OR RACE 7. Marrisd [0  Never Married |o. DATE OF.BiRTH | 9- AGE (last birthday) [ IF UNDER 1 YEAR _IF UNDER 24 HR

Female White Widowed O Oiveesd O | € /19 /19)51 21 Mootka ] Ders | Homs | Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| tl. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mmost of working Jife, if retired)
o ot5s VA Troy,Mo, UeSe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
Leroy Crouch Ellen Parker None

15. WAS DECEASED EVER IN U.S. ARMED FORCES 148, SOCIAL SECURITY NO. | 17. INFORMANT - Address
{Yes, no, untknown) | (If yes, give war or dates off .
Ao Leroy Crouch, Troy,Mo,

DATE AMENDED

| | W

|

Ji)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

18. CAUSE OF DEATH (Enter only one
PART I. DEATH WAS CAUSED B‘l s

IMMEDIATE CAUSE (a) Edema of brain

o

DOCUMENT

Conditions, f wry,)  DUE 1O (b} Diabetes Mellitus
stating the }

ying  cause laat. DUE r;) ) ' Réﬁ N

P. 1. OTHER SIGNIFICANT CONDITIONS COWIWTiNG TO DEATH but mot related to ﬂn terminal PART Ill. If deceased was female was
ART " disease condifion given.in PART 1 {a) there a pregnancy in last 90 duys.

Benign cyst of Pituitary ' [0 ves [ e | O nknown.
S 197 WAS AUTOPSY | 20a. ACCIDENT SUICDIDE HOM&CIDE 20b. DESC!!BE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
RMED? ’
vesE NoQd =
20c. TIME OF Houl Month, Day, Year
T INJURY am. -
; iy

= ' - COUNTY
254, INGURY OCCURRED. o6 FLACE OF INIURY (e.g.. n or sbout home, | 207, CITY, TOWN, OR LOCATION
~ WHILE AT WORK farm, factory, stroet, oftics bidg., wic)

NOT.WHILE AT ] )
‘ 2-23-63 2-25-6 st saw D siive on__- 2=24-63

12:05 a, mmm.mmm,-ﬂmmm.oiwhwﬁdﬁ;fmnm“m
o} — i _

_ MEDICAL CERTIFICATION

— 236, ADDRESS . DATE SIGNED
M.D. 634 N..Grand Blvd 2 27 63

23b. DEIET [ Z3c NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county)

- ! 2=28-63 Troy Cemetery Tro Mo,
24. FUNERAL DIRECTOR ; ADDRESS 25. DATE RECD. BY LOCAL REG. m /7 g
McCoy Furieral Home, Troy,Mo. FEB 27 196

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




rifunmti

L Sent P
Lagiazul, zarmons=l

S

SAAnes SRV 90

=il

Lt

vy

STATEMENT BY LICENSED EMBALMER: -

or by

working under my personal supervision.
\ -

Sq o -

Student

‘Signatuie of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ln hls OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).

Iif embalmed by a STUDENT he also shall sign in his OWN handwriting.”

If this body is not embalmed, fact-should be. so stated above.

v 1.

el oyis




